Purpose: This article describes a distance learning model designed to help nursing homes implement incontinence management best practices. A basic premise is that translating research into practice requires both a feasible intervention and a dissemination strategy responsive to the target audience ' s needs. Design and Methods: Over 8 months, nurse supervisors from 14 nursing homes in nine states learned how to implement prompted voiding during monthly 60-to 90-min teleconferences. Supervisors completed fi eld assignments that required them to implement prompted voiding. Descriptive evaluation data were collected using a resident data form, pre-and posttraining quizzes, and a project evaluation survey. Results: Nursing home staff attended an average of 6.5 teleconferences; on average, three staff members typically attended each teleconference. Eighty-nine percent of all survey respondents ( N = 28) reported that they (a) would participate in a similar project and (b) would recommend the course to colleagues. Average scores on the quiz increased 16% ( p < .05) from pre-to posttraining. Collectively, participating facilities assessed a total of 261 incontinent residents and reported maintaining 117 (44.8%) on prompted voiding, for an average of 10 residents per facility. Implications: The intervention implementation results were promising for a management strategy often described as challenging to maintain. The distance learning model worked as expected. Given its strengths and relatively few weaknesses, it appears to be a feasible, effective, and low-cost strategy for translating research into nursing home practice.
intervention that is feasible to implement and a dissemination strategy that is responsive to the target audience ' s needs. In this project, the structure of both -the intervention and the distance learning model -is viewed as infl uencing implementation success. We discuss each in turn. Table 1 presents the prompted voiding protocol recommended in this project. The procedure works by creating awareness among residents of their continence status (i.e., whether they are wet or dry) and encouraging them to ask for toileting assistance. Between 25% and 40% of incontinent residents will respond to prompted voiding, with a reduction in their incontinence frequency from three to four episodes per day to one per day . All incontinent residents, including those with severe cognitive impairments, are potential candidates for the intervention (Ouslander et al.) .
The Prompted Voiding Intervention
The prompted voiding intervention is conceptually simple but diffi cult to implement because of two challenges. First, it is essential to quickly identify residents who are unresponsive to prompted voiding (about 60% of incontinent residents) and place them on an alternative, less time-consuming program. There are validated protocols for targeting assistance and individualizing care plans, but these protocols require clinical judgment and are not typically used in nursing homes ( Schnelle et al., 2003 ) . Second, because most incontinent residents have mobility impairments, it is necessary to maintain consistent toileting assistance over time; this, in turn, requires a high level of supervisory oversight. This level of supervision is not present and is diffi cult to achieve in most nursing homes ( Schnelle, McNee, Crooks, & Ouslander, 1995 ) .
These challenges apply not only to incontinence care but also to implementing many best care practices in nursing homes. The distance learning model described next is designed to address both challenges. We thus believe that it has relevance for improving nursing home quality in a broad range of care areas.
The Distance Learning Model
To promote adoption of prompted voiding, a distance learning model was designed to provide maximum training and support at a minimum cost. The model is based on principles of active learning, which encourage students to engage in activities that involve them in gathering information, thinking, and problem solving ( Michael, 2006 ) . Reviews of the research on active learning have concluded consistently that this approach improves learning, enhances student engagement, and is generally more effective than traditional, more passive modes of teaching (e.g., Michael; Prince, 2004 ) . In applying active learning precepts, the distance learning model follows three steps: (a) presentation of new information to be learned; (b) application of that information, often outside the classroom; and (c) evaluation and discussion of the results, with the intent of refi ning the practice (Michael) . The model also takes into account research indicating that when teaching new concepts, " less is more, " because attention spans wane after about 25 min and most people can process only about four ideas at one time ( Cashin, 1985 ; Rimer, 2009 ) .
To promote active learning and, with it, implementation of prompted voiding, the distance learning model was structured around eight audio teleconferences. As indicated in the course curriculum presented in Table 2 , each teleconference If the resident has not attempted to void in the last 4 hr, repeat the request to use the toilet once or twice before leaving, and assist with toileting if needed. If the resident is wet and declines to use the toilet, change him or her. Inform the resident that you will be back in 2 hr and request that he or she try to delay voiding until then.
focused on a single prompted voiding implementation step or a key concern pertaining to incontinence management. Teleconferences initially lasted 90 min but were trimmed to 60 min after three teleconferences, when participant feedback indicated that hour-and-a-half sessions were too long.
At each participating nursing home, one nurse supervisor was designated as the project liaison. At enrollment, this person agreed to attend all teleconferences, oversee completion of fi eld assignments, and act as the facility ' s champion for the prompted voiding intervention. At the same time, an unlimited number of staff members could attend each teleconference if a speakerphone was used. Teleconferences were held on the second Tuesday of each month at 2 p.m. Eastern time. This starting time accommodates participants in all U.S. time zones. Additionally, it has proved feasible as the starting time for the long-term care Open Door Forums hosted by the Centers for Medicare and Medicaid Services.
A project faculty member (Schnelle), a nationally renowned expert on nursing home incontinence management who has published and presented extensively on the topic, was the primary instructor for the course. We invited one guest speaker (Dr. Joseph Ouslander), also a recognized expert on the topic, to lecture on incontinence management survey procedures. The project director (Rahman) moderated each teleconference, introducing the speakers, encouraging discussion, and closing each session.
At each close, liaison supervisors and, under their direction, their staffs were asked to complete fi eld assignments before the next session. In keeping with Step 2 of the active learning process, these assignments required participating staff to apply what had just been learned and begin implementing prompted voiding -step by step -with a small group of incontinent residents. Written instructions, which supplemented the teleconference presentations, and all the assessment forms needed to implement prompted voiding were available on the project ' s Web site ( http :// improject . org ).
Between sessions, the project director phoned each liaison supervisor to (a) assess facility progress in implementing prompted voiding; (b) provide feedback, answer questions, and offer implementation assistance; and (c) identify areas requiring additional instruction for upcoming teleconferences. These coaching calls thus addressed Step 3 of the active learning process. The project director attempted to reach each supervisor approximately 2 weeks after each teleconference, placing at least three phone calls, and leaving a message if the supervisor could Table 3 lists the products and services offered by the distance learning model.
In addition to promoting active learning, the distance learning model offers advantages over more traditional 1-to 2-day training programs conducted in a single geographical location. These advantages, which by their design are simply not available in more traditional training programs or would be costly to include in such programs, directly address barriers that can inhibit implementation of prompted voiding. Advantages include the following:
• Less Costly. -No travel is required for any of the participants or content experts. This advantage also enables providers working in any nursing home in the country to consult on an extended basis with nationally recognized experts in their respective fi elds.
• Simultaneous Communication. -As noted earlier, several staff members at each facility can participate using a speakerphone. This helps empower direct care providers, strengthen staff commitment to the program, and ensure that back-up staffs are trained if turnover becomes a problem.
• Ongoing Problem solving. -Participants have time to implement new processes and get feedback -via the coaching calls and online discussion group -to resolve problems as they arise.
• Flexible Curriculum . -Teleconferences can be tailored to meet participants ' emerging needs. In this project, we added a training session for certifi ed nurse aides (CNAs) and instruction on meeting surveyor guidelines for incontinence management.
• Online Resources. -Participants have online access to the PowerPoint presentations and audio recordings of selected presentations, which can be used for in-service training sessions. This option helps nursing homes manage staffi ng problems that may arise without sacrifi cing the new intervention.
Disadvantages of the Distance Learning Model
For all its advantages, the distance learning model also has disadvantages:
• Technical Diffi culties . -The technology that enables distance learning can itself be a barrier. This may be especially true in nursing homes, which by some accounts have been slow to adopt many of today ' s technological tools. Recognizing this potential lag, this project eschewed the use of multimedia webinar software in favor of audio teleconferences, with accompanying PowerPoint and PDF slides emailed to participants .
• No Face-to-face Communication . -This may inhibit communication during teleconferences. Using webcams to alleviate this problem increases costs and may create a technological barrier to participation. In this project, we encouraged communication by seeding discussions with questions, arranging for participants to share their experiences, and identifying participants ' questions during the between-session phone calls.
To the best of our knowledge, this distance learning project represents the fi rst of its kind to disseminate a nursing home best practice intervention. To assess its strengths and weaknesses in practice, we conducted a multifaceted evaluation. 
Project Products and Services
Monthly 60-to 90-min teaching teleconferences for 8 months. A special in-service training teleconference for certifi ed nurse aides. Online access via the project ' s Web site to all training materials as well as the standardized assessment forms needed to institute the prompted voiding. Online access to all teleconference PowerPoint presentations and audio recordings of selected presentations. Facilities can download these tools at any time for in-house training purposes. Coaching calls between teleconferences, initiated by the project director. Technical and implementation assistance available by phone or email to nursing home providers upon their request. Online discussion group with all project staff, consultants, and participants. 24 continuing education units for nurses who complete the project.
Methods

Participating Facilities
We recruited participants by publishing a project announcement on two national listservs that target nursing home providers. Enrollment was offered on a fi rst-come, fi rst-served basis. Forty facilities expressed interest in participating; 21 facilities in 10 states eventually registered, leaving 19 facilities on a waiting list.
Staff in 14 nursing homes in nine states completed the course by attending at least four of the eight monthly teleconferences. Table 4 presents characteristics of the participating nursing homes. Four facilities dropped out due to staffi ng problems, and three were dropped due to lack of attendance at the teleconferences. The results of independent t tests showed no signifi cant differences between participant facilities and those that dropped out with respect to facility size, nursing staff hours, CNA hours, or percentage of residents with incontinence; catheters; or urinary tract infections ( a = .05; the results not shown). The small sample size prevented a meaningful analysis by ownership status; however, in both groups, the majority of participant facilities were for-profi t nursing homes, followed by government owned, and not -for-profi t nursing homes.
Measures
The project was evaluated with respect to (a) participation, (b) training effectiveness, (c) intervention effectiveness, and (d) improvement recommendations. Data were collected using a resident data form, pre-and posttraining quizzes, and an evaluation survey. All nurses who regularly attended the teleconferences were invited to complete the survey. We received 28 completed evaluations from 13 facilities; retrospectively, however, we determined that most items pertaining to training program participation and all items pertaining to the implementation of prompted voiding were best answered at the facility level, for they evaluated a facility response, as opposed to an individual opinion. For these items, we analyzed responses from only the liaison supervisors ( n = 13), as the spokespersons for their facility, unless otherwise noted below.
Participation. -Participants were asked to give their name to the teleconference operator when they called in. Typically, the liaison supervisor gave his or her name on behalf of all staff attending at a particular facility. Additionally, the evaluation survey asked how many staff members typically attended the teleconferences and whether and how many CNAs attended a special in-service teleconference in the fi fth month. Respondents were also asked to identify from a list their position within the nursing home. Possible responses included director of nursing (DON), quality improvement staff, other nursing staff, CNA, medical director, facility administrator, and other staff.
The project provided three standardized forms for nursing homes to use in implementing prompted voiding: a resident preference survey ( Table 5 ) ; a toileting diary, for recording results of the prompted voiding assessment trial; and a wet check form, for monitoring the program. The survey asked whether the facility used each form as is, in a modifi ed form, or did not use it at all.
The project also used a variety of technological tools to facilitate communication as well as implementation of prompted voiding. The survey asked whether participants had used each tool. Participants also were asked whether they had listened to any of the online audio recordings, and if so, which ones. We analyzed all responses ( N = 28) to this item because it elicited individual-level responses.
Liaison supervisors were automatically enrolled in the project ' s online discussion group; other staff members were added at the supervisors ' request. Yahoo! automatically archives messages for its discussion groups. We analyzed these data to evaluate discussion group participation.
Training Effectiveness. -To measure overall training effectiveness, the survey asked participants whether they would participate in a similar project, would recommend the training program to colleagues, and preferred the distance learning format to more traditional 1-to 2-day training sessions.
Respondents also were asked to rate each of three teleconference presenters on a 5-point scale, with 5 indicating excellent and 1 indicating poor . Responses were summed for a total " Speaker " score. Similarly, respondents rated the helpfulness of the between-session phone calls from the program director on a 5-point scale (5 = very helpful ; 1 = not at all helpful ).
Project training materials (e.g., PowerPoint presentations) and discussions (both online and during the teleconferences) were rated on a 5-point scale, with 5 indicating excellent and 1 indicating poor . Survey respondents also completed a sevenitem index -the assistance index -that assessed the assistance received for certain implementation tasks. Each index item was rated on a 5-point scale, with 5 indicating strong agreement that suffi cient training had been received and 1 indicating strong disagreement that suffi cient training had been received. The survey used a nine-item index -the confi dence index -to measure respondents ' confidence in their ability to meet each course objective, again with each index item rated on a 5-point scale (5 = very confi dent ; 1 = not at all confi dent ).
Before and after the project, we administered a 10-item, multiple choice quiz to test participants ' knowledge of incontinence management. Twentytwo nurses completed the pretraining quiz and 26, the posttraining quiz. Fifteen nurses completed both quizzes. A dependent sample t test showed no signifi cant differences in scores on either the preor posttraining quiz among those who took just one quiz (average pre-/postscores, respectively, were 60% and 65.45%) versus those who took both quizzes (average pre-/postscores, respectively, were 56.76% and 72.67%). Therefore, we used a dependent t test to analyze the scores for just the 15 nurses who completed both quizzes.
Intervention Effectiveness. -To assess intervention effectiveness, the survey asked whether the residents receiving prompted voiding were drier than they were at the start of the program and whether more residents had individualized toileting plans as a result of the facility ' s participation in the project. The survey also asked whether the facility planned to expand the program, maintain it at its current level, or terminate it.
We also asked supervisors to report on a resident data form: (a) the number of residents assessed during the project, (b) the number of residents who used the toilet appropriately 66% of the time during the assessment trial, (c) the number of residents who were satisfi ed with the toileting assistance they received during the trial, and (d) the number of residents maintained on prompted voiding. From these data, we calculated a facility maintenance rate by dividing the number of maintained residents by the total number of assessed residents. We received completed resident data tended an average of 6.5 teleconferences. Supervisors reported that, on average, three staff members (counting the supervisor) typically attended each teleconference. Supervisors in nine facilities reported sending an average of 2 -3 CNAs to the in-service teleconference for CNAs (results not shown); however, the AT&T roster showed that just fi ve facilities called in. Of the 28 respondents who completed the evaluation survey, all were nurses, including 5 DONs, 4 quality improvement staff members, and 19 " other nursing " staff members (e.g., unit managers, assistant DONs, nurse educators, and restorative nurses; results not shown). With respect to the project ' s implementation forms, most supervisors reported that their facility used the forms as provided. A majority of supervisors also reported that their facility used the electronic communication and training tools, with the exception of the Excel program for setting a wetness warning limit (used for program monitoring), which a minority of facilities used. Thirteen of the 28 survey respondents reported listening to at least one audio recording.
Members of the online discussion group included four project staff members and consultants and 24 participating nursing home staff members. On average, eight messages were shared during each of the course ' s 8 months. The project director initiated most messages (50 of 64), typically to provide details about upcoming teleconferences or fi eld assignments. Table 7 reports overall evaluations of the training program. Eighty-nine percent of respondents ( N = 28) reported (a) that they would participate in a similar project and (b) that they would recommend the training program to colleagues. Sixty-one percent preferred the distance learning format to more traditional 1-to 2-day training sessions. Also noteworthy is that average scores on the quiz increased 16%, t (14) = − 2.91; p < .05, from 57% on the pretraining quiz to 73% on the posttraining quiz. Table 8 presents facility reports of intervention effectiveness. As shown, 10 of 13 reporting supervisors said that residents who continue to receive prompted voiding are drier than before they entered the program and that more incontinent residents in their facilities had individualized toileting forms from 12 of the 14 participating facilities (85.7%).
Training Effectiveness
Intervention Effectiveness
Improvement Recommendations. -The survey asked participants for their individual opinions regarding the best: (a) length for the individual teleconferences, (b) the number of teleconferences to offer, and (c) the interval between teleconferences. In openended questions, respondents were asked to identify what they liked most and least about the project. Table 6 presents participation results. In the 14 facilities that completed the project, the staff at- plans as a result of the facility ' s participation in the project. Nine supervisors said that their facility planned to expand the prompted voiding program. No one reported plans to terminate the program.
Results
Participation
Twelve facilities reported information about the number of residents assessed during the project, as shown in Table 9 . These facilities assessed a total of 261 incontinent residents. Of these residents, 128 (49%) proved responsive to prompted voiding in their toileting trials and 162 assessed residents (62%) said that they were satisfi ed with the toileting assistance they received during the trial. Collectively, supervisors reported that their staffs continue to maintain 117 of the assessed residents (44.8%) on prompted voiding, for an average of 10 residents per facility; however, the range was Response categories: 1 = not at all confi dent ; 5 = very confi dent . *Change in scores p < .05.
wide, from 2 residents to 28 residents. The average facility maintenance rate (i.e., the percentage of assessed residents in a facility who continue to receive prompted voiding) was 49.12%, with a range from 20% to 84.6%. Table 10 summarizes participants ' recommendations for improving the project. A majority (67.9%) of the 28 survey respondents said that 90-min sessions were too long; most ( n = 15) preferred 45-to 60-min teleconferences (results not shown). Sixteen respondents said that eight teleconferences were " just right, " whereas 11 said that was " too many. " On average, the number of preferred teleconferences was 6.8 (results not shown). Three out of four respondents said that monthly teleconferences were just right. Positive comments about the project outnumbered negative comments (25 -17) . Participants liked most the convenience of the distance learning model (e.g., " Easy to work into busy schedule " ) followed by the quality of the instruction (e.g., " Format straight-forward. Well presented and explained. " ). Other positive comments pertained to the opportunity to learn from other nursing home staff and to aspects of the intervention ( " I liked the prompted voiding program " ). Most negative comments concerned the number, length, and spacing of teleconference sessions (e.g., " Some sessions too long " ; " Too many sessions " ), and to a lesser extent, communication problems related to technological diffi culties (e.g., " Phone interference " ) and content (e.g., " Open discussions at end -disjointed " ).
Recommendations for Improvement
Discussion
This pilot project was designed to meet two purposes: to help nursing homes implement prompted voiding and to evaluate the feasibility of using distance learning methods to train nursing home staff.
With respect to the fi rst purpose, participating supervisors reported that their staffs had implemented prompted voiding, at least on a limited basis, and were maintaining the service for responsive residents. As a result , the supervisors reported that these residents were drier, and more incontinent residents had individualized toileting plans. These results must be viewed cautiously, for they are based on supervisor reports that could not be independently verifi ed (onsite reliability checks would have been prohibitively expensive). Additionally, the number of residents receiving prompted voiding varied widely; in fi ve facilities, fi ve or fewer assessed residents continued to receive prompted voiding. Nevertheless , these results are promising for an intervention that has been described as time consuming and expensive for nursing homes to maintain (Schnelle, Keeler, et al., 1995) . In this project, we encouraged facilities to start small and build, for interventions that can be tried on an experimental basis are more likely to be adopted ( Rogers, 2003 ) . That most facilities planned to expand the prompted voiding program seems to justify this approach. Future projects, however, should follow-up with facilities to assess long-term outcomes.
Of some concern is the prompted voiding maintenance rate reported by facilities. Because prompting and assisting residents to the toilet takes more time than checking and changing them, toileting programs can quickly overwhelm staff resources unless they are targeted to the most responsive residents ( Schnelle, Keeler, et al., 1995 ) . As noted earlier, past research has shown consistently that up to 40% of incontinent residents respond to prompted voiding . In this project, facilities reported a higher average maintenance rate -49.12%; however, six facilities reported rates of 50% of higher, with three facilities exceeding 70% (results not shown). Certainly, this pilot project ' s small numbers may skew these results. Additionally, variability may diminish over time as participants gain more experience with the intervention. Overall, participants reported that they were confi dent in their ability to assess residents for prompted voiding (rating this survey item 4.3 of 5 [in Table 6 ]). But in consultations with the project director, some supervisors expressed concern about acting on assessment fi ndings when the resident proved unresponsive, unmotivated, or expressed a preference for checking and changing; their assumption seemed to be that all residents should receive toileting assistance, or conversely, that checking and changing is never justifi ed. This latter may be a common assumption: A survey of nursing home staff and surveyors in one state found that more than half of the responding DONs and assistant DONs erroneously disagreed that checking and changing is acceptable if the resident requests it after being presented options, whereas one third erroneously agreed that checking and changing is never appropriate ( DuBeau, Ouslander, & Palmer, 2007 ) . In fact, federal guidelines for nursing home surveyors, updated in 2005, specify that " check and change is indicated for residents who have failed prompted voiding trails and/or prefer supportive management " (DuBeau and colleagues, p. 477). Disconcertingly, an even higher percentage of state surveyors who completed this questionnaire answered these two items incorrectly.
Although we worked with our participants to set the record straight, in light of DuBeau and colleagues (2007) fi ndings and other research that has shown wide inconsistencies in the survey process ( U.S. General Accounting Offi ce, 2008 ), we could not assure them that they could avoid survey deficiencies by complying with the surveyor guidelines for incontinence management. As a further illustration of the gap between the surveyor practice and the guidelines, one DON reported to us that the surveyors who evaluated her facility were unfamiliar with prompted voiding; yet, this management strategy is clearly featured in the surveyor guidelines. Other researchers have called for collaboration with regulators to help align the survey process with evidence-based practice ( Johnson & Ouslander, 2006 ) . We second that call, for lessons from this project suggest that when the two are out of sync, nursing homes feel pressure to conform to the surveyor expectations, not best practice guidelines.
With respect to the project ' s distance learning component, the fi ndings are encouraging. Demand for the course exceeded capacity and our expectations. Despite high dropout rates associated with distance learning programs, two thirds of the enrolled facilities completed the course, a result in keeping with that reported by other multistate nursing home improvement projects ( Lynn et al., 2007 ) . Participants ' knowledge increased, based on their survey responses and quiz scores. Additionally, other evaluation fi ndings showed the model worked as intended. In most facilities, for example, more than one staff member attended the teleconferences. As unanticipated training needs emerged, we were able to modify the course, adding a training teleconference for CNAs, and instruction on meeting surveyor guidelines for incontinence management. Participants also reported listening to the online audio recordings. In openended comments, a few participants praised the project because it " kept me accountable " and allowed " for trial and error. " Overall, the majority ' s preference for the distance learning course over a more traditional in-person, 2-day training program ( Table 7 ) attests to the model ' s success. Some fi ndings indicated areas for improvement. No CNAs, for instance, completed the evaluation survey, a fi nding that suggests that few of these frontline workers, who provide the lion ' s share of incontinence care, participated regularly in the teleconferences. Two supervisors, however, reported separately to the project director that at least one CNA in each of their facilities attended routinely. In each case, the supervisor considered the CNA to be the facility ' s frontline champion of prompted voiding. This practical approach to fostering CNA involvement seems worth promoting in future distance learning courses. In another area, peer sharing, which can increase innovation adoption rates (Rogers, 2003) , proved diffi cult to initiate, as indicated by enrollees ' low participation rates in the online discussion group and the relatively low survey ratings given to teleconference discussions and learning from other participants ( Table 7 ). The use of webinar software, which often features instant messaging, online polling, and video feeds, may foster greater interaction; however, given the variable technological capabilities in nursing homes and among their staff (in our project, for instance, one supervisor had never previously used email), we recommend offering both high-and low-tech options for participating in distance learning; little will be gained if one set of technological problems is substituted for a new set of problems. Finally, offering fewer, shorter, but more focused teleconference sessions, as recommended by this project ' s participants, may improve course completion rates without sacrifi cing training effectiveness.
Limitations
The results reported here should be considered in the light of the project ' s limitations. We noted already the project ' s small sample size, which requires cautious interpretation of our results. Also noteworthy is that there were missing data for some evaluation items, making these samples even smaller. Finally, as noted earlier, we relied on supervisors to report on facility participation and resident outcomes. Their reports may have overor underestimated results. Future evaluations should attempt to enroll more participants and conduct independent observations or chart reviews to verify nursing home staff reports.
Conclusion
It has been said that improving care practices in nursing homes requires " a combination of education, cheerleading, and something like systems engineering " ( Schaffer, 2008 , p. 7) . The challenge is to provide this level of support at an affordable cost. Importantly, this project ' s results were achieved at a reasonable rate. Our costs were less than $1,900 per facility. This refl ects primarily salaries for staff to administer and evaluate the course and teleconferencing charges but excludes costs for the online training materials, which were developed under an earlier project. Costs could be reduced by eliminating research costs, enrolling more facilities, and, in keeping with participants ' recommendations, shortening teleconferences and slightly reducing their number. Although we used the distance learning model to promote adoption of prompted voiding, it could also be used to diffuse other evidence-based, best practice interventions. For best results, these interventions should be composed of a series of well-defi ned tasks that can be taught in a single training session and implemented immediately afterward. In a follow-up project slated to start in early 2010, for instance, we will offer a distance learning course -modifi ed in accordance with many of the recommendations presented in this article -that provides step-by-step instructions for improving mealtime assistance for nursing home residents at risk of weight loss (the training module for this course is available at http :// www . vanderbiltcqa . org / ). The model might also be used effectively -by itself or in combination with other training methods -to teach nursing home staff how to conduct all or portions of the resident assessment using the new (in 2010) Minimum Data Set instrument (MDS 3.0). Given its strengths and relatively few weaknesses, we recommend the distance learning model as a feasible, effective strategy for translating research into nursing home practice. 
